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ABSTRACT

The United States is an increasingly diverse nation, and there is a need to
consider culturally modifying interventions to better serve clients. In this
study, the Toolkit for Modifying Evidence-Based Practices to Increase Cultural
Competence was used to culturally modify evidence-based practices (EPBs)
in two agencies. Research questions addressed whether the Toolkit model
could be implemented as written with no additional guidance and whether
administrators believed the culturally modified interventions would benefit
clients. Both agencies found the Toolkit worthwhile. Working groups at
both sites were able to successfully complete modification projects by
culturally modifying and implementing an EBP.
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The United States is an increasingly diverse nation. Between 2000 and 2010, more than half the
growth in the U.S. population was attributed to an increase in people of Hispanic origin. In this same
time period, the Asian population grew by 43%, and people who identify as White dropped from
75% of the total U.S. population to 72% of the population (US Census Bureau, 2011).
Because of this, there is a need to consider culturally modifying interventions to better fit those
being served as many EBPs were not developed with cultural groups in mind. Quite a bit has been
written about cultural modifications to existing practices that may not have been initially developed
with specific cultural groups in mind. The overarching goal is to provide services that are culturally
competent, which can improve engagement, increase service utilization, reduce dropout rates,
improve client outcomes, and reduce disparities (Hernandez, Nesman, Isaacs, Callejas, & Mowery,
2006; Hernandez, Nesman, Mowery, Acevedo-Polakovich, & Callejas, 2009; McCabe, Yeh, Garland,
Lau, & Chavez, 2005; W. Z. Schudrich, 2013; Siegel et al., 2011; Substance Abuse and Mental Health
Services Administration (SAMHSA), n.d.; US Surgeon General, 2001). Cultural modifications can
range from relatively simple accommodations, such as translating forms, to larger cultural adaptations that may include adding or changing content to better fit the cultural community to be served
(Samuels, Schudrich, & Altschul, 2008).
Additionally, some clearinghouses that feature efficacious practices publish information about
cultural modifications to EBPs (e.g., California Evidence-Based Clearinghouse for Child Welfare).
There is, however, no consensus on how best to consider cultural modifications to services, although
a handful of structured models have been developed. One such model, a Toolkit for Modifying
Evidence-Based Practices to Increase Cultural Competence (Samuels et al., 2008), was developed with
the support of New York State’s Office of Mental Health.
CONTACT Wendy Zeitlin
Wendy.Zeitlin@yu.edu
Wurzweiler School of Social Work, Yeshiva University, 2495 Amsterdam
Avenue, New York, NY 10033, USA.
Color versions of one or more of the figures in the article can be found online at www.tandfonline.com/WASW.
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Overview of the toolkit
The Toolkit for Modifying Evidence-Based Practices to Increase Cultural Competence (Samuels et al.,
2008) is a freely available, systematic framework for considering cultural modifications to evidencebased practices. The Toolkit starts with the assumption that there is some identified need within a
community for which the agency could provide services. The agency may already be providing an
intervention that has empirical support regarding its effectiveness, but the agency would like to
consider making modifications to it based on the cultural needs of the community. Alternatively, a
service need may have been identified, but no empirically supported services are being provided.
With this in mind, the agency would have to select an intervention and then culturally modify it.
Underlying the Toolkit model is on-going participation of community members. This participation
is brought about through the development of a “working group” that consists of both agency staff and
community members, who may have no expertise in social services but are leaders or key informants
in the community. Because of the heavy involvement of the working group throughout the cultural
modification process, developing and guiding the working group is detailed in the Toolkit.
The Toolkit also contains chapters on selecting an EBP, concerns to consider in cultural
modifications, and implementation issues such as readiness for change and assessing the organization’s level of cultural competence. A visual depiction of the model and an overview of the steps
involved in each section are shown in Figure1.
The model itself is intentionally general, as the Toolkit was designed to be both comprehensive
and flexible. Each box in Figure1 is addressed in detail within the Toolkit itself, with examples
provided. The authors intended that agencies utilizing the Toolkit would have unique experiences in
its implementation due to the cultural community, availability of community leaders, the clinical
problem to be addressed, and agency conditions.
Because the Toolkit is project oriented, a workbook containing checklists and templates was
developed to help organizations track their activities and document project-related information
(W. Schudrich, 2010).
While the Toolkit has been downloaded, widely disseminated, and cited, little is known about its
utility or effectiveness. This research is the first to examine the utility of the Toolkit model.

Literature review
In recent years, there has been increasing demand for culturally competent evidence-based practices
(i.e., practices that have research evidence supporting their efficacy), and modifying existing

Figure1. Overview of the toolkit methodology.
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interventions to meet the needs of a specific population is often seen as an effective way to provide
these. Interventions with empirical evidence to support their effectiveness are considered “best
practices,” and there is growing recognition of the need to make these relevant for cultural groups
(Hoagwood, Burns, Kiser, Ringeisen, & Schoenwald, 2001).
The need for cultural modifications to existing practices is well documented (e.g., Family and
Youth Services Bureau, 2007; Substance Abuse and Mental Health Services Administration
(SAMHSA), n.d.; Walsh, Reutz, & Williams, 2015). Culture is known to impact help-seeking
behaviors, and from a public health perspective, sociocultural variables should be considered in
the design, implementation and adaptation of effective practices (Brownson, Fielding, & Maylahn,
2009). Additionally, historic disparities exist for racial and ethnic minorities with regard to both
mental and physical health that often spills into service utilization. It is clear that there is a need for
effective services for cultural groups.
For example, long running racial disproportionalities and disparities exist within child welfare
(Child Welfare Information Gateway, 2011). Calls to remediate these include suggestions to provide
culturally competent services at all decision-making and treatment points and through the promotion of EBPs that are culturally appropriate (Child Welfare Information Gateway, 2011; Self-Brown
et?al., 2011). Similarly, Models for Change, a multi-state initiative aimed at making substantive
improvements to the juvenile justice system, is concerned with providing culturally competent EBPs
in treatment settings. The goal of modifying these services is to provide effective services to cultural
groups while not making changes so drastic that they result in entirely new interventions with
unknown effectiveness (Models for Change, 2014).
In the health care field, there is also a felt need for providing culturally competent services.
Purnell (2012), for example, notes that “best practices in counseling and prevention programs do not
automatically translate intact across cultural lines” (p. 55), and cultural modifications to existing
practices can improve outcomes for cultural groups. Other organizations, such as the Center for
Early Childhood Mental Health Consultation, consider culturally competent services imperative to
achieve identified goals for children and families (Center for Early Childhood Mental Health
Consultation, n.d.).
In order to provide services that are both evidence-based and culturally competent, cultural
modifications may be required. On their website, the Agency for Healthcare Research and Quality
(AHRQ) lists 139 innovations and 60 QualityTools related to cultural modifications (US Department
of Health and Human Services, n.d.). Similarly, the National Alliance on Mental Illness (NAMI) has
published operating policies and procedures for culturally modifying signature programs in order to
“promote continued quality programming” (National Alliance on Mental Illness, 2014, p. 1).
Despite the demand for culturally modified evidence-based practices, there have been only a few
systematic models developed for conducting cultural modifications in a comprehensive manner.
Bernal and colleagues developed one of the earliest frameworks for this type of work. They provided
a model for increasing ecological validity in the development of culturally sensitive interventions
(Bernal, Bonilla, & Bellido, 1995). Their overarching goal was to increase the congruence between an
intervention and the experiences of cultural groups within eight domains: language, metaphors,
persons, content, concepts, goals, methods, and context.
Domenech Rodríguez and Wieling (2005) used Bernal and colleagues’ eight domains as a framework for cultural modification but expanded on those ideas to produce a three-phase model that
incorporates collaborating with members of the cultural community. For Domenech Rodríguez and
Wieling (2005), engagement seeks to identify and work with community leaders who may be able to
serve as a “bridge” in the relationship between the community and the organization. In this model,
Phase One includes planning for the modification, assessing needs, and beginning collaboration with
the community. Phase Two includes developing and/or modifying an intervention and then testing
it. Finally, Phase Three includes the uptake of the modified intervention and replication of it.
In 2009, the same year the Toolkit was published, Hwang produced another model, which was
a community-based approach for modifying psychotherapy (Hwang, 2009). His model consists of
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five phases: generating knowledge and collaborating with stakeholders; integrating generated
knowledge with theory and empirical and clinical knowledge; reviewing the initial cultural
modification with stakeholders and revising; testing the culturally adapted intervention; and
finalizing the intervention.
Most recently, the University of Washington published its Cultural Enhancement Model (Walker,
Trupin, & Hansen, 2014), which is designed to provide less structural but important cultural
modifications to EBPs. In their model, modifications are driven by providers and consumers
based on previous experiences. They suggest the use of community engagement; however, no specific
guidance is given on how to achieve this. The Cultural Enhancement Model consists of five phases:
identifying a community advisory team and agreeing on a work plan, information gathering,
development, implementation, and evaluation (Walker, Trupin, & Hansen, 2014).
An overall analysis of these models suggest that similarities exist between them, particularly the
engagement and involvement of community members, who may know little about the clinical needs
of consumers but have deep ties and influence in the cultural community. The Toolkit uses many of
these same techniques, but it is flexible in that it can be used whether or not an EBP is already being
used by an organization.
The current study seeks to answer the overarching research question: How useful is the Toolkit
for modifying evidence-based practices in agency settings? Subquestions include whether the model
described in the Toolkit can be implemented in real-life settings as it is currently written and
whether agencies using the model believe it is helpful to their individual practice context. To study
this, the author examined the experiences of two social service agencies that used the Toolkit for
Modifying Evidence-Based Practices to Increase Cultural Competence (Toolkit) (Samuels et al., 2008)
to modify practices to suit the needs of the cultural groups they serve. A comparative case study
approach was used to describe the agencies’ usage of the Toolkit.

Methods
This study was approved by the Institutional Review Board of the Nathan Kline Institute.
In order to answer the overall research question, a qualitative comparative case study design was
used to understand how the Toolkit was utilized in two agencies providing social services in a
northeastern state (Berg, 2008). Each agency chose to culturally modify an EBP based on needs
within the agency. The researchers introduced the Toolkit model in an initial meeting, provided
copies of the Toolkit, and then observed the cultural modification project at each agency.
Agencies were recruited for possible inclusion in this study if there was a perceived need by
administrators to improve services for a specific cultural group, and the agency intended to
implement the culturally modified EBP if the agency was selected for inclusion in the study.
Agencies were ultimately selected for participation if there were sufficient resources at the time of
the study to actually complete the project. This included time and staff availability. More specifically,
agency-based working group members were assigned to participate in the projects by their agencies
if they had extensive work experience with the cultural group of interest, had a master’s degree or
higher in psychology or social work, and had addressed the clinical problem of interest during the
course of their work at the agency.
The agencies ultimately included in this study each had locations in multiple sites and served the
larger communities in which they were situated. While their projects focused on a particular cultural
group, they did serve other cultural groups located in the area; however, the cultural modification
projects that were studied as part of this research took place in a single site at each agency and
focused on a single cultural group.
A cumulative comparison was made of the process of how each agency used the Toolkit in vivo.
According to Jensen and Rodgers (2001), the comparative case study method can be used to compare
and contrast policies, programs, or processes. This cumulation of knowledge allows for the identification of common findings (Jensen & Rodgers, 2001).
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As each project progressed, data were collected. These included all meeting notes, handouts,
presentation materials, and emails that were work products of the projects. Collecting multiple types
of data is consistent with commonly accepted standards for the development of rigorous and valid
case studies (Creswell, 2012; Yin, 2014).
When developing the case studies, all data were reviewed and sections were written for each based
upon the chapters and activities described in the Toolkit (e.g., a section on working with communities was written to correspond to the section of the Toolkit with the same name). To ensure the
validity and completeness of the case studies, each was initially drafted by the first author and was
then reviewed by two others (Cresswell, 2014). One reviewer was an author of the Toolkit who had
observed the working group meetings during each modification project. A worker in each agency
who participated in the working group also reviewed the case study applicable to his/her own setting.
Discrepancies were discussed and each case study was refined until the author and both reviewers
were in agreement as to the completeness and accuracy of each.

Results
Case study #1—Adapting parent management training in an African-American community
Agency context and the intervention
At the time of this study, this large multisite agency provided comprehensive social and behavioral
health services in a small diverse city. Among the services offered was Parent Management Training
(PMT), an EBP that is used to address problematic externalizing behaviors in children by teaching
parents to be their children’s therapists. PMT is a behavioral approach based on operant conditioning and social learning theory (Kazdin, 2008).
The agency wanted to modify PMT for the African-American community living in the city. PMT
was used by the agency in both their school-based programs and in the agency clinic. The staff, who
were already well versed in this practice model, believed that African-American families in their
community were less receptive to PMT because it did not meet their specific needs.
Four professional staff were assigned to participate in the cultural modification project. Some
were certified to teach PMT to other professionals.
Working with communities
Following the Toolkit model, community engagement was the first step in the modification project
and was designed to permeate every aspect of the process. The staff began by discussing the types of
community members who would be valuable contributors to the working group. The staff collaboratively thought about community members they knew who could be considered key informants
and discussed their roles in the community.
One of the first roles mentioned was that of grandparent, since many of the children in the
community were living with their grandparents, either with their mothers (i.e., three generations in
one household) or without. Other potential working group members included a leader at the local
community coalition to reduce substance abuse, a school social worker who was identified as
“everyone’s surrogate aunt,” a child-protective-services worker who was also a local minister, a
representative from the city’s youth center that provided year-round programming, a pediatrician,
and the coach of the local boxing club that attracted both children and adults from the community.
When a group of potential community participants was identified, the agency staff described the
project in laymen’s terms using verbiage that was commonly used in the community. This notice was
used in order to invite community members to join the working group:
In response to the many requests for help with the management of children’s behavior, we are looking to adapt
our parenting program to the African-American culture in the community. We are assembling a working group
because we want to bring together the clinical expertise of staff and practical expertise of parents and
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community members. Since every community has distinct needs and challenges, we are looking to modify the
protocol to address the specific characteristics of this community.

The staff grappled with pragmatic issues around the working group. They wanted to engage the
community working group members as much as possible without putting an undue burden on them,
setting meetings at convenient times for individuals who had variable work schedules and making
the meetings sufficiently long to be productive while allowing the members to socialize—an
important component of the working group process. The decision was made to schedule two
meetings with the entire group that were to each last 2 hours. The meetings would be held early
in the day and breakfast would be served.
Modifying parent management training
The entire working group (agency staff plus community members) met on two occasions.
Community members who ultimately participated in the working group included a parent who
was also an attorney working in the community, a parent advocate, a grandmother who cared for her
grandchildren who was also active in the school community, another grandparent, and a professional
from another agency who runs support groups in the community.
PMT principles were introduced and a discussion around the “fit” of PMT with this AfricanAmerican community ensued. From this, three themes emerged.
Grandparents raising children. It was noted that, nearly half of the African-American children in
the city were raised primarily by a grandparent. When talk of rewarding positive behavior arose, an
important component of PMT, one working group member noted that grandmothers raising
grandchildren “are very old school. They would never accept a reward system and points.” She,
along with other community members, observed the interplay between reward and punishment in
the community, and they were leery of an emphasis on rewarding good behavior. A working group
member who did not work at the agency continued, “We always reward, but not to that extent
[promoted in PMT]. If you didn’t do your homework, you didn’t go out. If you did a chore like the
dishes after dinner, you got something extra to eat. You could maybe get a quarter, but not more.”
Generational differences. Community members noted the many generational differences between
those who are grandparents, those who are parents to the community’s children, and the children
themselves. These differences were directly related to children’s behavior/misbehavior and how
today’s parents handle that. One working group member, who is the mother of a school-aged
child, noted that today’s parents tend not to spank their children, but then she reflected, “I got
spanked all the time when I was growing up. I grew up with a sense of purpose. . .. I went to college
and law school. I am blessed. Maybe it was a good thing my parents spanked me.”
Conflict when multiple generations co-parent. There was a lot of discussion about multigenerational
families living together, either part-time or full-time. This occurred when either multiple generations
lived under the same roof permanently or when children were passed back and forth between family
members. All the community working group members believed that this presented difficulties for both
the children and those in parenting roles. Expectations for children could be different depending on
who was taking on primary parenting responsibilities at any one time, and this often resulted in
inconsistency for children, which could be confusing to them. One community member also noted
that grandparents who took on parenting responsibilities temporarily were often hesitant to become
disciplinarians: “Grandparents take on the [parenting] role, but they are torn about the behavior
because if it’s not my child, don’t put ownership on me to do something about it.”
As the working group meetings unfolded, the members developed an easier and less guarded
relationship. Staff began asking questions that they felt could be helpful in better understanding how
PMT fit or did not fit this community. Eventually, three questions were raised:
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(1) What behavior does the African-American community value?
(2) What are the expectations in this African-American community that are seen as a given and
cannot be rewarded?
(3) Why is there distrust between the African-American community and the agency?
It became clear that displaying respect between generations was of the utmost important to this
community. It was noted that, while adults should be shown respect by children, children should
also be shown respect by adults.
Eventually, discussion turned to the distrust felt between the African-American community and
the agency. As this question was raised later in the working group process and feelings of trust
between group members had developed, it appeared as if there was a higher level of openness to
discussing this question than if it had been posed earlier in the process. Community members
believed that the agency, which primarily employed White workers, was more powerful than
community members. One participant shared, “We’re afraid because we don’t know what to expect.
We’re scared to talk.” Another noted, “Trust is a big issue in all communities. You hold power over
the family. You can get an African-American family into trouble.” Finally, a third said, “There is only
so much they are going to tell you.”
Finally, lack of trust was explained as not believing in the notion of “timeouts” as an effective
form of discipline, another important component of PMT. Community members, for the most part,
believed that timeout does not work, and they would not trust an agency that endorsed that type of
discipline. One community member shared, I think white people are insane for timeouts. Black
people would say that’s why white kids are out-of-control.”
Based upon the working group meetings, the agency-based working group members proposed the
following cultural modification to PMT, and these were shared with community working group members.
●
●
●
●
●
●
●
●
●

Develop rapport and relationships with families prior to introducing PMT.
Be upfront regarding what needs to be reported to Child Protective Services.
Explore parents’ life experiences regarding corporal punishment.
Address families’ crises first. Understand families coming with an expectation that the agency
will help them and assist them in fixing their crises.
Consider separating generations when PMT is delivered in a group setting; that is, there could
be a separate group for grandparents.
Offer PMT in a neutral setting. Consider universal programming.
Thoroughly assess who lives or helps in the home and who is in charge.
Understand that multiple generations or extended family may reside in the home, and there
may be a fluid back and forth transfer of power among adults.
Be aware of the notion of respect. Families will not buy into the idea of ignoring what they
perceive to be disrespectful behavior. Reframe parents’ intervention as choosing not to get
emotionally involved in children’s misbehavior.

Implementation issues
While this section of the Toolkit discusses assessing the organization’s readiness for change and
overall level of cultural competence prior to implementing the culturally modified EBP, this agency
formally did neither. Despite this, agency administration was aware of the issues involved in change
initiatives, and they tended to “develop readiness for change in incremental steps in order to get
where we want to go with change” (personal communication, M. Flynn, December 2011).
While the agency had not had a formal assessment of organizational cultural competence, agency
staff participated in cultural competence training. The agency also had a committee focusing on race,
diversity, and cultural competence.
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Case study #2—Helping a community-based organization select an intervention for
immigrant seniors
Agency context and the identified problem
The clinic in which this project took place was part of a large multisite agency that provided social and
behavioral health services in a large urban area in a northeastern state. The clinic was seeking to better
serve older (55+) Russian-speaking immigrant clients. Clinic staff, who were themselves Russian
speaking, found that clients were often coming to the clinic complaining of somatic symptoms such
as back pain. Follow-up with physicians often resulted in unremarkable findings. Upon intake and
assessment, staff frequently believed that these clients were depressed; however, attempts to address the
depression directly were met with denial and resistance. Despite this, clients continued to attend
individual sessions at the clinic and would tend to remain long-term clients, neither reporting an
improvement in symptoms nor voluntarily terminating treatment. Psychosocial factors associated with
these clients’ depression included general health problems related to aging, loss of previous social status
after immigration, employment difficulties and social isolation related to language barriers, problems
with primary support systems (many individuals had immigrated to the United States without
extended family), financial hardships, and difficulty finding affordable housing.
Three master’s-level Russian-speaking social work practitioners were assigned to participate in the
project along with a psychiatrist who works both in the clinic and at a community hospital serving
this community.
Working with communities
Following the Toolkit model, community engagement was the first step in the process and was
infused throughout the remainder of the project. The agency-based members of the working group
met and collaboratively thought about community members they knew who could be considered key
informants about the lives and experiences of the Russian-speaking clients. They identified people
with the following roles in the community: public legal counsel, a physician, a pharmacist, the wife of
a local assemblyman who worked in the community, clergy, and staff at the agency’s multiservice
site. This multiservice site served the same Russian-speaking clients and provided assistance in
numerous areas including English instruction, job placement assistance, computer training, preparation for the U.S. citizenship exam, and referrals for other needed services.
An e-mail invitation was extended to potential working group members:
[The project] is about changing a clinical best practice to meet the needs of the Russian population. We are
required to have a committee of Russian speaking people who will comment on the best practice. . . We think
that your input will be extremely helpful. Will you accept our invitation to join this committee?

Selecting an evidence-based practice
In order to begin the selection process, the working group consulted a number of clearinghouses that
listed evidence-based practices, and eventually the working group identified three possible interventions. They were Cognitive Behavioral Therapy for Late-Life Depression (Gallagher-Thompson &
Thompson, 2009), Problem-Solving Therapy (D’Zurilla & Nezu, 2006), and Interpersonal Therapy
(Hinrichsen & Clougherty, 2006). Available materials were gathered for each, and they were reviewed
with the working group and agency administrators involved in the decision-making process.
In order to identify specific cultural needs of the community, the working group used Kleinman’s
Explanatory Model (Kleinman, Eisenberg, & Good, 1978), discussed in the Toolkit. Using this
framework, the working group discussed depression in this community and then compared and
reviewed the three identified evidence-based practices.
The final selection process was a collaborative effort between the working group and various agency
administrators, and they agreed to implement Problem-Solving Therapy. In making this decision, one
agency-based group member supported implementing this intervention because, she noted:
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People from the former Soviet Union have had an inherited lack of independent problem solving skills. . ..
There is a mental concept to be guided by the Party or the State. . .. Soviet society has fostered indecisiveness,
lack of initiative and feeling of entitlement as a mechanism of social control. . .. [We] think Problem-Solving
Therapy will provide skills necessary for independent adjustment.

Modifying problem-solving therapy
Once Problem-Solving Therapy (PST) was selected, the working group did a more in-depth review
of the intervention. They noted that PST focuses on behavior change principles and consists of four
components: problem recognition, problem definition and formulation, generating alternative solutions, and decision-making. They also noted that PST consists of 15 modules, and any of these can
be implemented independently of others (D’Zurilla & Nezu, 2006). The working group, along with
agency administrators, chose to begin the process by implementing the Generation of Alternative
Solutions Module.
The entire working group, in collaboration with agency administrators, identified several areas of
the intervention that required cultural modification:
(1) Language—one of the most common adaptations to an intervention is to conduct the
intervention in the clients’ language of choice. And translating materials into Russian was
a primary concern.
(2) Individuality versus collectivism—clients from the former Soviet Union were used to
subordinating their needs to others. In the cultural modification, attention was paid to
developing a sense of individual need. The purpose of this was to assist Russian-speaking
clients in adapting to life in the United States.
(3) Locus of control—clients from the former Soviet Union typically had an external locus of
control, believing that external circumstances (e.g., government) control their decisions and
lives. The cultural adaptation was aimed at facilitating an internal locus of control in order
to help clients better direct their own behavior.
After implementing the culturally modified form of PST, the agency reported more timely
termination of clients.
Implementation issues
As discussed in the previous case study, this section of the Toolkit discusses assessing the organization’s readiness for change and overall level of cultural competence prior to implementing the
culturally modified EBP. Prior to and during this project, the agency had not engaged in a formal
readiness for change assessment nor had they done a formal assessment of organizational cultural
competence. Despite this, the modified EBP was implemented by the agency.

Discussion
The projects at both agencies were different on a number of fronts, despite that both were
implemented at large, multiservice, multisite agencies. Different client age groups were the focus
of these projects (children versus seniors), and the lack of cultural competence in existing programs
was experienced in different ways. In Case Study 1, lack of culturally competent services was
demonstrated by clients prematurely terminating services, which is typical (Malgady, 2011); conversely, in Case Study 2, lack of cultural competence was demonstrated by clients not terminating in
a timely manner, presumably because their needs had not been met. The agency in Case Study 1 was
looking to adapt an existing practice while the agency in Case Study 2 was seeking to start from
scratch and identify a practice that would work well with their client population with cultural
modifications. The constellation of cultural identities in both case studies differed as well. In Case
Study 1, the workers were predominantly White with African-American clients, while in Case
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Study 2, the workers possessed similar cultural identities as the clients. It should be noted, however,
that the cultural identity of “immigrants from the former Soviet Union” consisted of people with
wide-ranging beliefs, practices, and other markers of culture. However, a unifying factor was that the
workers and clients were all Russian speaking. It should be noted that workers of the same cultural
background as clients does not automatically result in culturally competent services. The fact that the
agency in Case Study 2 found implementation of the Toolkit model useful is indicative of its
usefulness regardless of the cultural similarities and differences between workers and clients.
Despite these differences, the projects had many similar features. For example, both projects
were staffed with experienced MSWs. In forming the working groups, both agencies spent a
considerable amount of time on the activities described in that section of the Toolkit and
repeatedly veered toward selecting individuals from the community who had social work backgrounds or worked in similar helping professions. Forming diverse working groups took some
effort from the agency-based champion. Once the working groups were formed, however, the
environment developed through invitations and project planning created a safe space to discuss
issues that were relevant to the project that had not previously been discussed in the clinical
setting. Neither agency considered the implementation issues discussed in that section of the
Toolkit nor did they conduct a formal evaluation of the success of the project. At the conclusion
of the projects, however, staff at both agencies felt that they could replicate this methodology,
and they intended to do so. The staff at both agencies believed their projects had been
worthwhile endeavors with one agency-based working group member commenting, “At first I
didn’t understand why we were going through this process. I’ve worked with [this cultural
group] for many years. Now I get it.”
These case studies highlight key features of the resulting projects. The Toolkit model enabled each
agency to identify and address relevant issues that may not have been addressed in other contexts
despite their cultural relevance to evidence-based practice. For example, in Case Study 1, working
group members developed enough trust and created a safe enough environment that agency staff
who had been working in the community for years were able to ask about and hear about specific
views and perceived racism that they had not heard about previously. While this was specifically
related to the cultural modification of PMT for this community, it was the implementation of the
Toolkit model that was the mechanism for spurring these discussions.

Implications for practice
Qualitative analysis of the data suggest that the Toolkit model was able to be implemented in the
agencies, and anecdotal evidence indicates that both agencies believed their projects addressed their
needs. Both agencies adopted their culturally modified EBPs.
Both agencies, despite their different missions and practices, found most parts of the Toolkit useful.
For example, the agencies spent time on the sections that referred to working with communities and
modifying EBPs. This was evidenced by the time and effort spent on these activities. Additionally, the
working groups were able to complete a cultural modification by stepping through the Toolkit model
(i.e., they modified a practice and then implemented the modified practice in the agency).
Despite this, certain parts of the Toolkit were not utilized in either agency, including the chapter
on “Implementation Issues” and the section in “Modifying EBPs” about formally evaluating the
modified practice.
These case studies suggest that the Toolkit methodology is useful and flexible in comprehensively considering cultural modifications to EBPs; that is, different agencies with different
populations and missions were able to complete cultural modification projects that were useful
in their own contexts.
This comparative case study sheds light on the process of conducting a structured cultural
modification, and leads to suggestions for improving the Toolkit methodology by expanding it.
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In identifying community members to serve on the working group, more emphasis should be
placed on inviting individuals who may have no experience with social work services but are good
informants about the cultural community. The rationale behind this is that agency-based working
group members already have knowledge and expertise related to social work practice; therefore,
community members would not need to be tapped for that sort of knowledge.
In both modification projects, neither agency did any sort of evaluation of the modified practice once
it was implemented. The exact reasons for this are unknown; however, it has been well documented that
agency-based research is often fraught with myriad barriers (Auerbach & Zeitlin, 2015, 2014; Beddoe,
2011; Epstein & Blumenfield, 2012). Therefore, future editions of the Toolkit should provide additional
guidance on how to examine the success or failure of culturally modified practices.
Implementation issues, discussed in the Toolkit, were disregarded in both cases; however, it has
been well documented that organizations must be prepared to change in order to successfully
implement new practices (Choi & Ruona, 2011; Lehman, Greener, Rowan-Szal, & Flynn, 2012).
Similarly, looking at the organizations’ level of cultural competence, as separate from the practices,
helps provide a context in which culturally modified practices can be successfully employed.
Therefore, agencies planning cultural modification projects should consider this early on so that
identified weaknesses can be addressed, thus increasing the chances of a successful implementation.
Finally, in both cases, it was evident that the Toolkit methodology did not require any additional
skills MSWs did not already possess. Instead, implementation of the methodology provided a
framework for integrating community outreach with good administrative and clinical practice in
order to complete the cultural modification.
Limitations
This study had a number of limitations. First, as a qualitative comparative case study, findings from
this research are not generalizable. This research was a process study, and while it demonstrated that
the Toolkit methodology could be successfully implemented in agency settings and was anecdotally
found to be useful, it does not address to what degree the modified practices successfully improved
identified client outcomes. Therefore, future research should focus on outcome studies for practices
modified using the Toolkit.
Another limitation was that the projects at both sites formally ended after the EBPs were
modified. Follow-up interviews were held with agency-based working group members and administrators after implementation; however, non-working-group clinicians implementing the modified
EBPs were not included in follow-up interviews. Therefore, differences between those participating
in the cultural modifications and those not is unknown.
Still, both agencies were able to successfully and satisfactorily modify evidence-based practices to
fit both the clinical and cultural needs of the communities they serve as defined by administrator
satisfaction and actual implementation of the culturally modified EBPs. This suggests that the
Toolkit methodology is a practical tool for comprehensively conducting cultural modifications.

Funding
The Nathan Kline Institute/NYS Office of Mental Hygiene supported this research.

References
Auerbach, C., & Zeitlin, W. (2014). SSD for R: An R package for analyzing single-subject data. New York: Oxford
University Press.
Auerbach, C., & Zeitlin, W. (2015). Making your case: Using R for evaluation research. New York: Oxford University
Press.
Beddoe, L. (2011). Investing in the future: Social workers talk about research. British Journal of Social Work, 41(3),
557–575. doi:10.1093/bjsw/bcq138

380

W. ZEITLIN ET AL.

Berg, B. L. (2008). Qualitative research methods for the social sciences (7th ed.). Needham Heights, MA: Allyn & Bacon.
Bernal, G., Bonilla, J., & Bellido, C. (1995). Ecological validity and cultural sensitivity for outcome research: Issues for
the cultural adaptation and development of psychosocial treatments with Hispanics. Journal of Abnormal Child
Psychology, 23(1), 67–82. doi:10.1007/BF01447045
Brownson, R. C., Fielding, J. E., & Maylahn, C. M. (2009). Evidence-based public health: A fundamental concept
for public health practice. Annual Review of Public Health, 30, 175–201. doi:10.1146/annurev.
publhealth.031308.100134
Center for Early Childhood Mental Health Consultation. (n.d.). Using/adapting evidence-based practices. Washington,
DC: Georgetown University Center for Child and Human Development. Retrieved from http://www.ecmhc.org/
tutorials/competence/mod4_13.html
Child Welfare Information Gateway. (2011). Addressing racial disproportionality in child welfare. Washington, DC: US
Department of Health and Human Services, Children’s Bureau.
Choi, M., & Ruona, W. E. (2011). Individual readiness for organizational change and its implications for human
resource and organization development. Human Resource Development Review, 10(1), 46–73. doi:10.1177/
1534484310384957
Cresswell, J. (2014). Research design: Qualitative, quantitative, and mixed methods approaches (4th ed.). Thousand
Oaks, CA: Sage.
Creswell, J. W. (2012). Qualitative inquiry and research design: Choosing among five approaches (3rd ed.). Thousand
Oaks, CA: Sage.
D’Zurilla, T. J., & Nezu, A. M. (2006). Problem-solving therapy: A positive approach to clinical intervention (3rd ed.).
New York: Springer.
Domenech Rodríguez, M., & Wieling, E. (2005). Developing culturally appropriate, evidence-based treatments for
interventions with ethnic minority populations. In M. Rastogi & E. Wieling (Eds.), Voices of color: First-person
accounts of ethnic minority therapists. Thousand Oaks, CA: Sage.
Epstein, I., & Blumenfield, S. (2012). Clinical data-mining in practice-based research: Social work in hospital settings.
New York: Routledge.
Family and Youth Services Bureau. (2007). Selecting an evidence-based program that fits: Tip sheet. Washington, DC:
US Department of Health and Human Services.
Gallagher-Thompson, D., & Thompson, L. W. (2009). Treating late life depression: A cognitive-behavioral therapy
approach, therapist guide. New York: Oxford University Press.
Hernandez, M., Nesman, T., Isaacs, M. R., Callejas, L. M., & Mowery, D. (2006). Examining the research base
supporting culturally competent children’s mental health services. Tampa, FL: Research & Training Center for
Children’s Mental Health, Department of Child & Family Studies, Louis de la Parte Florida Mental Health
Institute, University of South Florida.
Hernandez, M., Nesman, T., Mowery, D., Acevedo-Polakovich, I. D., & Callejas, L. M. (2009). Cultural competence: A
literature review and conceptual model for mental health services. Psychiatric Services, 60(8), 1046–1050.
doi:10.1176/ps.2009.60.8.1046
Hinrichsen, G. A., & Clougherty, K. F. (2006). Interpersonal psychotherapy for depressed older adults. Washington, DC:
American Psychological Association.
Hoagwood, K., Burns, B. J., Kiser, L., Ringeisen, H., & Schoenwald, S. K. (2001). Evidence-based practice in child and
adolescent mental health services. Psychiatric Services, 52(9), 1179–1189.
Hwang, W.-C. (2009). The Formative Method for Adapting Psychotherapy (FMAP): A community-based developmental approach to culturally adapting therapy. Professional Psychology: Research and Practice, 40(4), 369–377.
doi:10.1037/a0016240
Jensen, J. L., & Rodgers, R. (2001). Cumulating the intellectual gold of case study research. Public Administration
Review, 61(2), 235–246. doi:10.1111/puar.2001.61.issue-2
Kazdin, A. E. (2008). Parent Management Training: Treatment for oppositional, aggressive, and antisocial behavior in
children and adolescents. New York: Oxford University Press.
Kleinman, A., Eisenberg, L., & Good, B. (1978). Culture, illness, and care: Clinical lessons from anthropologic and
cross-cultural research. Annals of Internal Medicine, 88(2), 251–258. doi:10.7326/0003-4819-88-2-251
Lehman, W. E., Greener, J. M., Rowan-Szal, G. A., & Flynn, P. M. (2012). Organizational readiness for change in
correctional and community substance abuse programs. Journal of Offender Rehabilitation, 51(1–2), 96–114.
doi:10.1080/10509674.2012.633022
Malgady, R. G. (Ed.). (2011). Cultural competence in assessment, diagnosis, and intervention with ethnic minorities:
Some perspectives from psychology, social work, and education. Oak Park, IL: Bentham Science.
McCabe, K. M., Yeh, M., Garland, A. F., Lau, A. S., & Chavez, G. (2005). The GANA program: A tailoring approach to
adapting parent child interaction therapy for Mexican Americans. Education and Treatment of Children, 28(2),
111–129.
Models for Change. (2014). Evidence based practice and cultural competency. Washington, DC: Justice Policy Institute.
Retrieved from http://www.modelsforchange.net/newsroom/397

HUMAN SERVICE ORGANIZATIONS: MANAGEMENT, LEADERSHIP & GOVERNANCE

381

National Alliance on Mental Illness. (2014). NAMI signature program cultural adaptation and translations operating
policies and procedures. Arlington, VA: Author. Retrieved from http://www.nami.org/Content/NavigationMenu/
Intranet/Education_Helpdesk/2014CultAdaptPolicy.pdf
Purnell, L. D. (2012). Transcultural health care: A culturally competent approach (4th ed.). Philadelphia, PA: F. A.
Davis.
Samuels, J., Schudrich, W., & Altschul, D. (2008). Toolkit for modifying evidence-based practices to increase cultural
competence. Orangeburg, NY: Nathan Kline Institute.
Schudrich, W. (2010). Toolkit for modifying evidence-based practices to increase cultural competence: Checklist and
workbook. Orangeburg, NY: Research Foundation for Mental Health.
Schudrich, W. Z. (2013). Factors impacting voluntary child welfare workers’ perceptions of organizational cultural
competence. New York: Yeshiva University. Retrieved from http://gradworks.umi.com/35/37/3537544.html
Self-Brown, S., Frederick, K., Binder, S., Whitaker, D., Lutzker, J., Edwards, A., & Blankenship, J. (2011). Examining
the need for cultural adaptations to an evidence-based parent training program targeting the prevention of child
maltreatment. Children and Youth Services Review, 33(7), 1166–1172. doi:10.1016/j.childyouth.2011.02.010
Siegel, C., Haugland, G., Laska, E., Reid-Rose, L., Tang, D. I., Wanderling, J. A., & Case, B. G. (2011). The Nathan
Kline Institute Cultural Competency Assessment scale: Psychometrics and implications for disparity reduction.
Administration and Policy in Mental Health and Mental Health Services Research, 38, 120–130. doi:10.1007/
s10488-011-0337-0
Substance Abuse and Mental Health Services Administration (SAMHSA). (n.d.). Identifying and selecting evidencebased programs and practices: Questions to consider. Rockville, MD: Author. Retrieved from http://nrepp.samhsa.
gov/pdfs/identifyingandselecting.pdf
US Census Bureau. (2011). Overview of race and Hispanic origin: 2010. Washington, DC: Author. Retrieved from
http://www.census.gov/prod/cen2010/briefs/c2010br-02.pdf
US Department of Health and Human Services. (n.d.bk_AQCmts15b). AHRQ health care innovations exchange.
Rockville, MD: Author. Retrieved from https://innovations.ahrq.gov/
US Surgeon General. (2001). Mental health: Culture, race, and ethnicity. Rockville, MD: US Department of Health and
Human Services. Retrieved from http://www.surgeongeneral.gov/library/mentalhealth/cre/sma-01-3613.pdf
Walker, S. C., Trupin, E., & Hansen, J. (2014). A toolkit for applying the Cultural Enhancement Model to evidence-based
practice. Seattle: University of Washington.
Walsh, C., Reutz, J. R., & Williams, R. (2015). Selecting and implementing evidence-based practices: A guide for child
and family serving systems. San Diego, CA: California Evidence-Based Clearinghouse for Child Welfare.
Yin, R. K. (2014). Case study research: Design and methods (5th ed.). Thousand Oaks, CA: Sage.

